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Thank you

 I acknowledge the Traditional 
Custodians of this land and pay my 
respects to all Elders, past, present 
and future. 

 Thank you for welcoming me here.



The story in the literature

 Medication administration is ill-defined
 Frequent nursing action
 Carries highest risk
 5 – Rights = [non]standardised practice rules
 Protection from error is limited 
 Incident data collection is inconsistent 
 Nurses singularly blamed 
 Nurse are traumatised by errors

Presenter
Presentation Notes
First, we must define what it is we are referring to
Medication administration is sometimes used to mean an individual act and at other times a process involving multiple disciplines. 
Research in the area of medication administration has clearly focused on identifying, quantifying and documenting the problems encountered within medication management and the error rates associated with the process. Studies suggesting strategies to correct problems, reduce adverse events and error rates to improve patient outcomes are common (Arndt 1994; Camire', Moyen et al. 2009; Wright 2010; Kiekkas, Karga et al. 2011). The discursive frameworks positioned within the scientific disciplines of medicine, pharmacy and law has historically been regarded as the source of truth related to nursing practices of medication administration rather than the voice of nursing (Gibson 2001, p. 108). According to Benner (2013) the power to define and diagnose deficits established by medicine has steadfastly dominated health care discourse. For example, problem-orientated randomised control trials are traditionally used as the basis of knowledge creation in determining best practice in clinical care (Wasserman and McNamee 2010). Nursing practice constructed from this traditional perspective centres thinking and actions around a scientific truth that is reflected as a focus on problems.  
A futuristic rather than a retrospective approach featured in appreciative inquiry perspectives implies attention to ideal practices that enable visioning of what actions and behaviours constitute good practice (Limerick and Cunnigham 1993). Retrospection of deficit-based approaches address issues of the past that do not necessarily predict the future (Whitney and Trosten-Bloom 2003). As the precursor to the strengths-based movement that occurred in American management (Bushe 2011), appreciative inquiry shares foci with other positive approaches to inquiry and practice. ‘Appreciative inquiry opts for a passionate and probing search into the life-generating essentials and potentials of human and social existence. It connects, quite deliberately, the means and ends of inquiry where methodology and phenomena are increasingly made commensurate to one another’ (Cooperrider and Avital 2004: xiii). It was the discovery of a strengths-based practice movement in mental health contexts (State of Victoria 2011) that prompted the search for a strengths-based theoretical foundation for this study. 

My research came about from a interest in how nurses apply what they are taught in theory to their practice. I’d observed nursing students carry out risky medication administration behaviours. This bothered me considering what I knew they had been taught and the known consequences of such behaviours. I felt a need to improve my teaching practice but first I had to learn about the nurses experience of applying what they had been taught in theory to their daily practice. Nurses experience during drug errors has been studied and it’s no surprises that the nurses reported being personally and professionally effected by their involvement in serious medication errors in the 2007 Schelbred and Nord study. (Schelbred and Nord, 2007).  I wondered about the nurses experience outside of those circumstances. Medication errors are often attributed to nurses as the ones at the end of the administration line (Coombes et al, 2005, Evans, 2009). In a study by Coombes et al 2005, they noted that nurses did not identify the prescription errors on simulated in-patient medication charts, saying that nurses often can’t and don’t identify them and therefore make errors by administering from an incorrect order. They recommended at that time the implementation of a structured undergraduate program for medical students on safe prescribing and have since studied medical students theory and practice. My study is contributing to the clinical nursing discourse. To date, the literature has not focused on the strategies that nurses implement in rectifying prescription or dispensing errors, making the statistics and therefore the story incomplete. Literature on medication errors and explanations of them is prolific but has methodological limitations. Data on the nurses role is often collected from incident reports, adverse event data and self reporting  (Roughead & Semple, 2008, Deans, 2005). There are very few studies that use non-participant observation as well as self report interviews. There were none that I could find that reported on the nurses experience of applying the golden standard 5,6 -167 Rights theory to practice. As medication administration is a nursing practice that carries the highest risk (Evans, 2009) there have been guidelines established that nurses are taught to follow to avoid the risk (ISMP, 2004). These are the five rights of medication administration (ISMP, 2004). However, there is inconsistency in the literature and therefore the application of the rights in practice (Elliot & Liu, 2010). The institute of safe medication practice promotes the use of the rights as a guideline but undergraduate nursing programs have adopted them as the basis for nursing theory of medication administration. The rights do not provide medication error protection (Paully-O’Neill, 2009). However, they are used in incident monitoring systems as the audit criteria for error reporting. “As registered nurses have the responsibility of the final contact with the medication prior to administration, they are often held accountable for subsequent adverse events” (Evans, 2009, p. 176). 
There is confusion regarding how medication errors are defined. Cook, Hoas et al. (2004) found that doctors, nurses, pharmacists and health care administrators had differing views of what constitutes a medication error. Late medication administration is not always classified as an error because nurses make judgements to determine when and if medications should be given (Stetina, Groves et al. 2005). One study of medication administration using a barcode medication administration system data from 13 British ages care homes, it was found that 45% of medications were being administered at the wrong time (Szczepura, Wild et al. 2011). However, this result was based on the fact that the barcode medication administration system user alert was set for 10 minutes either side of the prescribed medication time rather than a 30 minute window. 
Despite years of research into medication errors, the rates of errors have not significantly declined and the same issues continue to be raised as concerns (Garling SC 2008, Harding and Petrick 2008, Medical Technology Association of Australia 2010, Westbrook, Woods et al. 2010). Patients regularly receive the wrong drugs at wrong times via wrong routes and in the wrong form regardless of the repeated emphasis on the five rights (Sullivan 1991, Institute for Safe Medication Practices 2004, Pennsylvania Patient Safety Authority 2005, Institute for Safe Medication Practices 2007). For example, The Joint Commission (2015) based in America recently cited an 18% incident rate of medication errors that resulted in ‘death or permanent loss of function.’ Practitioners are urged to report medication incidents as a strategy to increase compliance with safety measures and to raise awareness of patient safety (Farmer 2010), however, medication error research has not achieved error free medication administration in modern day healthcare environments (State of Queensland (Queensland Health) 2012, Keers, Williams et al. 2013, Keers, Williams et al. 2014, World Health Organisation 2014). 
Underreporting is confirmed as a problem and it is anticipated that what is reported is the “tip of the iceberg” (International Council of Nurses 2009, p. 3). 
Error-reporting systems that include punitive actions only encourage underreporting (Cohen 2001, Stetina, Groves et al. 2005, Chua, Tea et al. 2009, International Council of Nurses 2009, Petrova, Baldacchino et al. 2010). The fear of backlash makes nurses reluctant to disclose details of errors (Dyal 2005, Henderson, Stowasser et al. 2005, Harding and Petrick 2008, Alsulami, Choonara et al. 2014). It has been suggested that the emphasis on reducing errors should shift to improving procedures, systems or manufacturing elements attributable to errors, as a focus on what – not who – contributed to the errors might create a climate where nurses are more willing to communicate errors (Cohen and Cohen 1996, Meurier, Vincent et al. 1998). The (International Council of Nurses 2009) strongly supports the needs for transparency in medication error reporting. 
Insufficient standardisartion in the assessment methods and lngauge used in medication administration studies (Meyer-Massetti, Cheng et al , 2011).



The medication 
administration process
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Presentation Notes
As previously described, medication administration phrase is inconsistent in the literature. Sometimes the act of many and other times the act of one
However, the full gamut of medication administration is not isolated to the scope of an individual’s practice. It is a process involving a chain or cyclical collaboration of healthcare professionals involved at different stages to decide on and deliver medication to a patient {Olsen, 2012 #798`, p. 29;McKeon, 2006 #91;Fogarty, 2006 #29;Giangrasso, 2013 #639;Cook, 1999 #98;Jones, 2009 #102;Elliott, 2010 #73} {Wilson, 2004 #1113}. Presented as an evolving multidisciplinary event {Schneider, 2006 #93}, medication administration is a progression of interventions from when the physician prescribes, to when the pharmacist dispenses, and finally the nurse administers the medication {Eisenhauer, 2007 #77;Elliott, 2010 #73}. According to the {World Health Organisation, 2014 #1061@@author-year}, the process should also include consumers, because the patient has an integral role in contributing to their therapy, by taking the medication. 



The rights as they are reflected in the 
literature

documentation

preparation

effect
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The rights framework reflects a standard operating procedure that is promoted to reduce practice variations and minimise adverse events (World Health Organisation 2009, Australian Commission on Safety and Quality in Health Care 2010, World Health Organisation 2010, World Health Organisation 2015). The Australian Commission on Safety and Quality in Healthcare (ACSQHC) (2011) suggest standardisation and systematised processes as a way of preventing medication errors. The five rights framework has a standard structure reflecting a sequenced step-by-step process, and is generally accepted to be the gold standard for safe medication administration practice (McGovern 1992, Grissinger 2002, Pennsylvania Patient Safety Authority 2005).  Deviation from the framework is said to result in medication errors and adverse events that may affect patient care and jeopardise patient safety (Henderson, Stowasser et al. 2005, McIntyre and Courey 2007, Medication Services Queensland 2009, Pauly-O'Neill 2009, Giangrasso and Shrimpton 2010). 
In practice, though, the administration of medications is full of complexities and unpredictability that are inherent in nursing work. The administration of medicines is embedded and entangled with many other nursing activities and responsibilities leading to competing demands for nursing attention, making it more complex than the just the accomplishment of administering medications according to the five rights framework (Elganzouri, Standish et al. 2009, Folkmann and Rankin 2010, Liu, Manias et al. 2012, Sitterding, Ebright et al. 2014). At the time when medications are due, organisational factors such as workload, staffing, supplies and interruptions add to the challenges and complexity of medication administration (Keohane, Bane et al. 2008, Duxbury, Wright et al. 2010). This makes medication administration a multi-layered and challenging task (Jennings, Sandelowski et al. 2011). 
Studies have identified that errors can occur even when the nurse conscientiously applies the five rights (Cohen, Robinson et al. 2003). Cohen, Robinson et al. (2003) used an example of when a poorly written prescription has been misinterpreted as a different but look-a-like medication, which in good faith the nurse administers. In this example the nurse believed it to be the right medication but it is ‘wrong according to the prescriber’s intention’ (Cohen, Robinson et al. 2003, p. 38). The five rights framework does not acknowledge the impact of human and organisational factors, as demonstrated in the example above (Pennsylvania Patient Safety Authority 2005). 
In addition, the rights framework is evolving (Pauly-O'Neill 2009). Six rights are commonly listed but these are not consistent amongst authors (Medication Services Queensland 2009, Cateora 2013, Baeke 2015, Cook 2015), seven (Australian Nursing Federation 2007, Rantucci, Stewart et al. 2009, Brotto and Rafferty 2012, Pape 2013), eight (Bonsall 2014), nine (Elliott and Liu 2010) and ten rights (Berman and Snyder 2012, Parker 2012) have been cited. Twelve rights is usual but has been published by at least one author (Broyles, Reiss et al. 2013). Elliott and Liu (2010) listed nine rights after they reviewed the literature and concluded, along with others, that even after extensions to the five rights that errors still persist (Wilson and DiVito-Thomas 2004, FitzHenry, Peterson et al. 2007, Elliott and Liu 2010, Hung, Lee et al. 2015). Common to discussions of the rights framework, is the issue of addressing the problem of persistent errors by developing guides for safe practice. The time of medication administration is when mistakes and errors are often noted and it is widely considered that errors are unacceptable because they potentially cause harm to patients (Manias and Bullock 2002, Attree, Cooke et al. 2008, State of Queensland (Queensland Health) 2012, World Health Organisation 2014). Arguably, the rights framework is widely accepted globally as a means for ensuring medication administration safety, but the framework ignores the unpredictable nature of nursing work (Jennings, Sandelowski et al. 2011).
 Healthcare contexts contain significant organisational factors impacting on practice that may contribute to errors in the form of procedural violations (McKeon, Fogarty et al. 2006). Observation of 176 rural Australian nurses during medication administration confirmed that medication administration is not as straight forward as it appears in the rights framework because it is rarely accomplished as a discrete task (Fogarty and McKeon 2006, McKeon, Fogarty et al. 2006). It is argued that a step-by-step framework does not fit with the demanding and chaotic environments of healthcare and dismisses the human and organisational factor interplay between the clinician, health system and patient.
There is little doubt that medication errors attract a lot of attention in the research literature. Errors in healthcare are known to be harmful for patients’ and costly for health systems (WHO Collaborating Centre for Patient Safety Solutions 2008). In the prime position to detect and report medication errors, nurses have an essential role and significant responsibility for medication management (National Prescribing Service Limited 2012). Subsequently, nurses have reported feeling distress when involved with a medication error (Harding and Petrick 2008). Nurses can experience physical symptoms of anxiety and psychological issues associated with shame and guilt when involved in medication administration errors (Dyal 2005). Sometimes, this experience has led to nurses questioning their professional identity and competence (Collins 2001). 
Evidence of errors in healthcare has placed patient safety at the forefront of public debate and the healthcare policy agenda (VanGeest and Cummins 2003). The expectation for safe administration of medications is currently driving a worldwide trend in pharmacovigilence that is noted and promoted by the World Health Organisation (2014) and the Australian Commission on Safety and Quality in Healthcare (ACSQHC) (2011) who endorse the activities of the National Prescribing Service Limited (2012) for leading this quality programs. The Garling SC (2008) report responded to increased media concerns about errors in healthcare and recommended enhancing teamwork and technology to improve safety and quality public health services in New South Wales, Australia. The report findings also informed the current healthcare quality standards that include medication safety as standard four (Australian Commission on Safety and Quality in Healthcare (ACSQHC) 2011). 
The QUM involves all health professionals in monitoring medication safety and effectiveness through reconciliation and regular review of medication use (National Prescribing Service Limited 2012). However, the QUM framework, entrusts nurses to ensure safe management of medicines by following the organisational policies and guidelines including storage, supply and administration of medications {McKenna, 2010 #792}. In particular, and in addition to the previously listed roles, registered nurses are accountable for the evaluation of the effect of medicines, reviewing practice, monitoring for medication errors and patient non-compliance and reporting issues (Queensland Government 2009, Nursing and Midwifery Council UK 2010)(National Prescribing Service Limited 2012). 
Despite the understanding that the QUM is the responsibility of the organisation and its constituents it is usually nurses who are seen as ultimately responsible and accountable for the safe delivery of medicine to patients (Commonwealth of Australia 1999, Queensland Government Environmental Health Unit 2008, Medication Services Queensland 2009). In their role, Australian registered nurses are identified as key partners for achieving the national QUM objective of using medicines safely and effectively (Commonwealth of Australia 2002). 
In order to fulfil the QUM role the nurse needs to be able to understand the legal requirements, have adequate pharmacological knowledge, check dosages, safely administer the medications and fully assess the patient response (Elliott and Liu 2010, Tiziani 2010, Berman and Snyder 2012, Brotto and Rafferty 2012, Parker 2012, Broyles, Reiss et al. 2013, Bonsall 2014, McKenna and Lim 2014). To effectively perform this role, nurses must have the skills and resources to communicate risks and escalate risk management when necessary, to mitigate the consequences of medication errors (Sato and Senesac 2007, Nursing and Midwifery Council UK 2010). 




How the literature influenced 
me
 Discussion dominated by biomedical, legal, mathematical 

and risk management approaches and language 
 Practice deconstructed, compartmentalised and 

quantified.
 Nurses practice evaluated, governed and guided by 

disciplines other than nursing
 Nursing core value of holism was absent in the literature

???
 Where is the voice of nursing
 What is the nurse’s experience in applying the rules



Study design
 AIM: To explore the medication 

administration experience of registered 
nurses in a variety of inpatient settings.

 Objectives: 
 observe practice, 
 discuss practice, 
 identify the strengths in nursing 

practice
 explore nursing practice to inform 

nursing theory



Principles of AI
 Constructivist – words create worlds
 Simultaneity – inquiry creates change
 Poetic – we can choose what we study
 Anticipatory – image inspires action
 Positive – positive questions lead to positive 

change
 Wholeness – wholeness brings out the best
 Enactment – acting “as if” is self-fulfilling
 Free choice – Free choice liberates power
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Presentation Notes
‘Appreciative inquiry’ is a phrase coined by Cooperrider (1986). Initially developed as a theory of organisational development (Cooperrider & Srivastva, 1987), Cooperrider (1986) explains that appreciative inquiry is based on social constructivist views and invites positive, appreciative and affirmative dialogue. The transformational power of appreciative inquiry comes from the purposeful approaches to discover what works well, to dream about what could be, to design the way forward and to deliver on the ideas by determining the destiny of actions and outcomes (Cooperrider et al., 2008; Cooperrider & Whitney, 2005). Appreciative inquiry is generally understood as an approach to answer questions of what is effective in any given situation and to find that which adds value (Cooperrider et al., 2008; Watkins & Mohr, 2001; Whitney & Trosten-Bloom, 2003). Appreciative inquiry action research is based on the simple assumption that every organisation has things that work well, and those strengths can be the starting point for motivating and creating positive change (Cooperrider et al., 2008). 
 
Appreciative inquiry’s capacity to motivate positive change comes from the study of the factors that contribute to human systems functioning at their best (Whitney & Trosten-Bloom, 2003, p. 1). The focus is on individual and organisational strengths being articulated rather than investigating and sharing poor practice examples (Dewar, 2010). Appreciative inquiry is described as a holistic framework for liberating capacity in theory and practice (Watkins & Mohr, 2001). It is deliberately life-centric to facilitate the discovery and enhancement of factors that are meaningful and motivating to a group or organisation (Cooperrider et al., 2008). 
 
Appreciative inquiry studies are able to motivate change through a worldview and as a research methodology (Watkins & Mohr, 2001). Positioned in the social constructivist paradigm, appreciative inquiry assumes that the world is shaped by many dialogues in which people selectively make sense of past and present experiences (Watkins & Mohr, 2001, p. 28). From this perspective, situations can be explored from a holistic standpoint (Watkins & Mohr, 2001). Holism as a social construct is influential in framing nursing practice and is described as an ‘appreciation that each individual is composed of a number of dimensions that operate together to form a whole person who interacts uniquely with his or her environment’ (V. Wilson, 2009, p. 11).
 
This holism is fundamental to appreciative inquiry. Therefore, it is predictable that approaches like appreciative inquiry would be attractive to healthcare professionals. For example, Heyne and Anderson (2012) examined how appreciative inquiry can help therapeutic recreation specialists to address client strengths, capacities and aspirations to effect change that embraces a more holistic approach. The premise of this strength-based approach was to holistically identify the individual’s internal and external strengths, which are dynamic, continually interacting and changing (Heyne & Anderson, 2012, p.109). Likewise, mental health services worldwide are transitioning towards a ‘recovery-informed paradigm’ to assist clients to ‘live a good life’ (Elder et al., 2013, p. 15). The recovery-informed paradigm transition occurring for mental healthcare re-examines service provision and practice in order to move from a deficit-based approach to one of holistic strengths-based practice (Stanton & Tooth, 2013).
 
Exploring the strengths and capacities within organisations relies on a set of positioning principles. Foremost, for appreciative inquiry, it has been suggested that the act of inquiry is in itself an intervention that simultaneously impacts the future (Cooperrider et al., 2008). Cooperrider et al. (2008) termed this the principle of simultaneity, which co-exists with the other principles of poetics, suggesting that all stories are co-authored through past, present and future sources of learning, inspiration and interpretation. When humans imagine the future, they project that future image into the present through what Cooperrider et al. (2008) call anticipatory actions. Lastly, the principle of positivity is that which is generated by positive affect, attitudes and social bonding during social encounters (Cooperrider et al., 2008, pp. 3–10). The practice of medication administration is embedded in social encounters between nurses and patients and is therefore an appropriate activity to be explored through an appreciative inquiry.
 






AI in practice

 Frame the question prospectively
 Create a collaborative environment
 Focus on strengths and capacities
 Call on creative aspirations



Observations
 192 episodes

 Routine (151)  - 5 rights, but complex due 
to multitasking and extended episodes 
resulting from environmental factors.

 Non-routine (41) - Abandoned (24), 
Checking (9), Hand-offs (8)



Interview findings
 Teaching

 ‘The rights were a big thing’
 Beyond the rights – ‘The  bigger 

picture’
 RN role – ‘I don’t want to hurt anyone; 

its my registration’
 The power of the preceptor - ‘The 

cornerstone of life long learning’
 Linking theory to practice – ‘You can’t 

be complacent



Interview findings
 Teamwork

 ‘Nurses are the squishy bit’
 Collaborative communication helps to ‘have 

a handle on it
 Cooperation – ‘Find it and fix it, step it up, 

expand the focus
 Tools

 NIMC ‘completed charts, protocols and pens’
 Polypharmacy – ‘The chemist in the cupboard’
 Equipment – Keys, cupboards, computers  

 Time
 Busy
 Chaos in Piccadilly Circus’



Basis of person-
centred medication 

administration

Presenter
Presentation Notes
Participants value education and draw heavily on what they learned to inform their practice. 
RN’s value their practice and require environments that support professional practice.
RN’s value people and strive for safe and effective care above all else.





Martyn Model of Medication 
Management

Presenter
Presentation Notes
Tacit knowledge is fundamental to practice (Lyneham, 2004). 
Tacit knowledge is knowing in action and is sometimes hidden (Schon, 1987).
 It is imperative that a consistent framework be established to support clinicians in practice and the patients as the recipients of that practice. 
inconsistencies in the rights frameworks and multiple complexities in clinical contexts (Drach-Zahavy et al., 2014; Fogarty & McKeon, 2006; Jones, S. W., 2009; Lin et al., 2014; McKeon et al., 2006) in relation to medication administration terminology and medication error research findings, making it impossible to determine how best policy could be developed to better support safe practice. 
Consistent frameworks and definitions are imperative to support clinicians in practice.
More research required
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Continuing education 
research
 Aboriginal and Torres Strait Islander Health 

worker continuing education needs

 Personal Care worker in Residential Aged 
Care Facilities continuing education 
needs

 Interdisciplinary health professional 
continuing education program



Aboriginal and Torres Strait Islander 
Health Worker/Practitioner Continuing 
Education Needs Analysis Project
RESEARCH HIGHLIGHTS
• Aboriginal and Torres Strait Islander healthcare practitioners are 

vital to the health and wellbeing of their communities.

• Continuing education for Aboriginal and Torres Strait Islander 

health workers is essential to enable them to practice safely and 

effectively. 

• Education programs that specifically target the Aboriginal and 

Torres Strait Islander health worker role are yet to be formalised. 

• The Aboriginal and Torres Strait Islander health worker is in the 

best position to determine their education needs. 



RESEARCH HIGHLIGHTS

• PCWs are a valued human resource that make up the bulk of the workforce in 
the aged care sector.

• The pre-service education of PCWs is provided by a diverse group of 
Registered Training Organisations (RTO) who have different graduate 
attributes. 

• PCWs have career aspirations in aged care and other healthcare roles.

• PCWs are the eyes and ears of other RACF clinicians.

• Continuing education for PCWs is not regulated but imperative to enable them 
to carry out safe and effective healthcare.

• PCWs and their supervisors are in the best position to identify the necessary 
continuing education.

Continuing education needs of 
Personal Care Workers in 
Residential Aged Care Facilities 



Fraser Coast Health Professionals 
Local Education and Research 
Nexus: ‘LEARN’
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